Primary infection with coccidioidomycosis usually involves the lungs. Dissemination occurs in fewer than 1% of cases, with the skin, musculoskeletal system, and central nervous system described as the most common sites of extrapulmonary disease (1, 5) . We present a case of coccidioidomycosis diagnosed by axillary node biopsy which was performed because of an abnormal mammogram and physical findings suggestive of malignancy.
Case report. The patient, a 76-year-old white female in excellent health, was born in Pennsylvania but spent most of her adult life in New York City. The patient underwent screening mammography in October 1992 which revealed two adjacent, well-circumscribed, benign-appearing nodular densities approximately 4 and 3 mm in diameter in the lower outer quadrant of the right breast, as well as nodular densities in the axillary regions bilaterally consistent with small lymph nodes. Comparison with a previous mammogram performed in July 1990 revealed that the right breast and right axillary nodular densities were stable. However, comparison of the left axillary lymph nodes could not be made, because this deep axillary region had not been imaged in July 1990. The patient underwent a complete physical examination which was remarkable only for two, 2-by-1.5-cm-diameter firm nodules in the left axilla. Chest X-ray, complete blood count, and SMA-18 were normal. The patient underwent excisional biopsy of the left axillary nodules. The pathology report revealed thick-walled, periodic acid-Schiff-positive spherules containing multiple endospores (Fig. 1) . The spherule was measured at 30 to 50 ,um in diameter. Gomori-methenamine silver stain stained the cell wall of the developing endospore (not shown). The features were consistent with coccidioidomycosis. The pathology specimen was sent to John Bennett at the National Institutes for Health, who confirmed the diagnosis (la (1, 2) .
In addition to the skin, musculoskeletal system, and meninges, disseminated infection with Coccidioides immitis in immunocompetent hosts in the genitourinary tract, the abdomen, the larynx, and the eyes has been described (1-3). In a large retrospective review of disseminated coccidioidomycosis in children, Kafka and Catanzaro described one patient with bilateral cervical and axillary swelling and drainage and pleural thickening on chest radiograph. On and a literature review, they concluded that dissemination occurred either simultaneously or within 6 months of primary pulmonary infection (3).
Roberts and Linsey undertook a study of 163 lymph node biopsies to evaluate the usefulness of microbial cultures (4) . The study revealed the presence of C. immitis in two biopsies. However, there was no accompanying patient information to determine when dissemination may have occurred (5).
Our patient probably experienced primary coccidioidomycosis 10 years ago during a trip to the southwestern United States. The patient likely developed disseminated disease which remained quiescent and undiagnosed until she underwent a lymph node biopsy. To our knowledge, this is the first case of coccidioidomycosis diagnosed by lymph node biopsy in a healthy patient with no additional evidence of dissemination.
